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Perspectives

The United Nations Convention on the 
Rights of Persons with Disabilities has 
firmly placed disability in a human 
rights perspective. In the context of the 
Convention, disability refers to activity 
limitations and participation restric-
tions that result from the interaction 
of an impairment of body function or 
structure with environmental factors. 
The Convention addresses the rights 
of persons with disability in all aspects 
of life, including education and com-
munity integration and their right to 
equal access to services, such as schools, 
medical facilities and communication. 
Articles 25 and 26 explicitly state the 
right to health and access to health-
related rehabilitation for persons with 
disabilities,1 in all settings and situa-
tions, including during emergencies 
and natural disasters. Adherence to the 
Convention however, can be particu-
larly challenging in a disaster response 
given the different economic and social 
vulnerabilities including poverty, as well 
as environmental hazards and damaged 
infrastructure. This can be further com-
pounded by the limited time emergency 
medical teams are typically deployed for 
as part of a disaster response.2,3

Often when disasters occur in low- 
and middle-income countries, there is 
an influx of specialist health workers 
from high-income countries. In affected 
countries where health systems are 
weak, and health-related rehabilitation 
services are not a priority, this influx 
of specialist health workers can result 
in individuals with certain types of 
traumatic injuries – such as spinal cord 
injuries, amputations, brain injuries or 
peripheral nerve injuries – surviving 
with long-term impairment and associ-
ated disability, in an environment with 
limited capacity to address their ongoing 
needs.4 Until recently, rehabilitation pro-
fessionals have been underrepresented 
in emergency medical teams. In recent 
years however, guidance documents 
have started to promote the importance 
of inclusion and/or close coordination 

of rehabilitation professionals with 
these teams.5,6 Inclusion of rehabilita-
tion personnel in emergency medical 
teams indicates a trend towards patient-
centred care and offers timely access to 
rehabilitation intervention to those who 
have sustained injuries, which has been 
found to prevent complications, speed 
recovery and optimize functional out-
comes for the injured.2,3 Rehabilitation 
personnel in emergency medical teams 
are also well placed to provide mentor-
ship and support local staff to manage 
the surge of individuals with traumatic 
injuries and the ongoing care needs of 
those affected.

A multidisciplinary response
Historically, a medical model –where a 
person’s impairment is perceived to be 
the problem, and the focus is on fixing 
the problem – has dominated emergency 
medical teams. However, the Conven-
tion with its focus on a social model of 
disability, in which disability is seen as 
a function of the interactions between 
an impairment and the barriers in the 
environment, implies the need to pro-
vide a patient-centred, multidisciplinary 
model of care in hospital settings. Article 
26 in particular implies the need to 
incorporate rehabilitation profession-
als into staffing arrangements starting 
from the acute care phase. Having a 
multidisciplinary team and an effec-
tive coordination mechanism allows 
emergency medical teams to address 
the needs of their patients holistically 
and link appropriately with other service 
providers, including specialists, facilities 
and disability-orientated nongovern-
mental organizations. In light of the 
surge in traumatic injury seen in disas-
ter events, it is crucial that emergency 
medical teams assess their capacity and 
prepare themselves to coordinate with 
both local and international agencies. 
Such coordination will allow for patient 
care to continue beyond the medical 
teams’ departure and better preparation 

of the injured for social and economic 
inclusion.

The classification and minimum 
standards for foreign medical teams in 
sudden onset disaster7 acknowledges the 
need for multidisciplinary management 
of disabling injuries. Previous publica-
tions, such as the 2011 Humanitarian 
Action Summit Surgical Working Group 
consensus statements regarding the 
multidisciplinary care of limb amputa-
tion,6 also highlighted the critical need 
for surgical providers to have at least 
a basic understanding of rehabilitative 
principles and to ensure that decisions 
in the acute stages of care consider the 
patient’s needs beyond the operating 
theatre. However, little to no guidance 
has so far been available to emergency 
medical teams for staffing, training or 
equipment requirements for rehabilita-
tion. In addition, those documents that 
do encourage the inclusion of rehabilita-
tion in disaster response are relatively 
novel and their success in improving 
standards of service delivery are yet to 
be practically tested.7

Operationalizing the 
response

Disaster response is often implemented 
in three phases; (i) provision of emer-
gency services and public assistance, 
with emphasis on life-saving (immediate 
response), (ii) provision of services in 
the immediate aftermath of a disaster, 
with the aim to restore the affected area 
to pre-crisis conditions (recovery), 
(iii) improvement of conditions in 
the affected areas relative to pre-crisis 
conditions (development). This means 
capacity building in the field of reha-
bilitation requires a certain level of flex-
ibility when implemented in the transi-
tions between these different phases. 
Traditionally, the immediate response 
and recovery phases have occurred as 
distinct phases of the response interven-
tion to that of development. The length 
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of the response and recovery phases var-
ies because of different socioeconomic 
and political contextual factors, the 
type of disaster and the capacity of the 
relevant authorities.8

Given the surge of impairment and 
associated disability among affected 
populations seen in disasters, and the 
ongoing nature of the Convention’s 
implementation in different countries, 
there is a need for effective transitions 
and coordination from disaster response 
to recovery and coordination between 
agencies in these phases. To this effect, 
the preparation of local health and 
social services is paramount to seeing 
the recovery and continuing health and 
health well-being of those who sustain 
disabling injuries. International orga-
nizations with a mandate to establish 
a long-term presence in a country af-
fected by a disaster are best placed to 
promote local capacity building efforts 
for disaster response and development. 
While the time-restricted nature of 
emergency medical teams’ intervention 
may limit their ability to provide long-
term capacity-building support, their 
presence in the country during disaster 
response presents an opportunity for 
skill transfer and mentoring. Inter-
agency coordination will play a vital 
role in integrating the initiatives made 
by foreign teams deployed for a short or 
long time into the local disability and 
rehabilitation services.

There are clear differences in the 
skill sets required for the response and 
development phases. However, blurring 
the lines between these two phases has 
complex implications for planning and 
funding, and demands a shift away from 
traditional perspectives. The extent to 
which relief organizations are equipped 
to provide long-term capacity building 
and integrate into development strate-
gies merits further research.9

Monitoring and evaluation
Coordination between different agen-
cies in the transition from response to 
recovery and development would facili-
tate effective monitoring and evaluation 
related to rehabilitation and disability. 
In accordance with Article 31 of the 

Convention, States Parties are obligated 
to collect statistical and research data.1 
For such data to be meaningful, it should 
measure both short-term functional 
outcomes, such as mobility, pain or 
discomfort, and longer-term outcomes 
related to performance and participa-
tion. However, the scope of stakeholders 
engaged in disaster response and their 
information need is diverse. To make 
the data comparable across agencies, a 
certain level of consistency is required 
in the type of data collected and the 
data collection methods and evalua-
tion by various agencies involved in the 
response and development phase. Even 
where the institutional, legal, and orga-
nizational structures for the collection 
of disability-related health information 
exist, in low-resource settings the func-
tional capability of these structures is 
often weak, limiting the availability and 
usability of the data. Having an on-going 
injury surveillance system, developed 
based on an international standard, and 
that can continue to operate in disaster 
response situations will help facilitate 
the data collection process. The defini-
tion and use of outcome indicators will 
ensure that comparable longer-term 
functional outcomes are captured. In 
the short term, establishing minimum 
standards for data collection – which 
includes information on mobility, 
functional outcomes, and where pos-
sible, environmental and social factors, 
and culturally appropriate measures of 
activities of daily living – will be a good 
start in meeting the needs of people with 
disabilities.

While the need to improve data 
collection in humanitarian response is 
clear, concerns exist regarding how it 
is prioritized, especially for emergency 
medical teams. Quality data collection 
can add demands on service providers 
and often requires additional human and 
financial resources. For this reason, it is 
imperative that data-collection systems 
are pre-established, organized and co-
ordinated, to ensure optimal usability 
and feasibility in response scenarios. In 
addition, the benefits of quality moni-
toring and evaluation efforts need to 
be demonstrated to encourage donors 
and service providers to invest in and 

develop necessary resources. While the 
need for monitoring in humanitarian re-
sponse is being reflected in best practice 
guidance for disaster response, the lack 
of detail contained in current guidance 
limits their ability to effect real change 
and to be effective. More technical and 
operational guidance on monitoring is 
required for emergency medical teams 
and affected countries.

Protecting and promoting the 
rights of the vulnerable is at the core of 
disaster response. However, there is far 
to go before the rights of persons with 
disabilities are recognized to the same 
extent as their able-bodied counterparts. 
There remains an ongoing need to pro-
mote a rights-based model of disability 
at both a clinical and political level, 
with adequate acknowledgement of the 
needs of those with newly acquired and 
pre-existing disability in the early stages 
of care. Linkages and collaboration with 
disabled people’s organizations and dis-
ability nongovernmental organizations 
in the affected area will strengthen 
disability-inclusion in disaster response 
and support the transition of those 
with disability into the community. 
Ultimately, a more patient-centred and 
holistic model of care in the acute hospi-
tal setting will ensure optimal functional 
outcomes and better prepare people for 
social and economic inclusion.

At the minimum, protection and 
promotion of the rights of persons with 
disabilities will require the following five 
actions by national governments: (i) es-
tablishing inter-agency coordination 
and developing linkages with disabled 
people’s organizations; (ii) developing 
protocols for handover to rehabilita-
tion and appropriate follow-up support; 
(iii) establishing effective monitoring 
and evaluation; (iv) supporting capac-
ity development, including training in 
the World Health Organization’s forth-
coming minimum standards on reha-
bilitation for emergency medical teams; 
(v) increasing awareness of obligations 
and duties under the Convention on the 
Rights of Persons with Disabilities. ■
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￼

Corrigendum
In Volume 95, Issue 1, January 2016, page 51 (Fig 1), page 52 (Fig 2) and page 57 (Fig 3 and Fig 4) should have read Bhaktapur: Rogawski ET, Platts-
Mills JA, Seidman JC, John S, Mahfuz M, Ulak M, et al. Use of antibiotics in children younger than two years in eight countries: a prospective cohort 
study. Bull World Health Organ. 2017;95(1):49–61. http://dx.doi.org/10.2471/BLT.16.176123

In Volume 95, Issue 1, January 2016, page 45 should have read: Nevertheless, the WHO and Violence Prevention Alliance networks we used to 
identify potential respondents are probably among the most extensive in the world. Third, use of the public health approach to organize research 
priorities may have dissuaded those unfamiliar with this approach from completing the surveys. However, the interventions respondents were 
asked to prioritize in round 3 were not specific to the public health approach and included interventions with which most experts were likely 
to have been familiar. Fourth, the length of the surveys and the interval between rounds 2 and 3 of almost 1 year may have discouraged some 
potential respondents. Fifth, it is possible that the decision taken in round 3 to focus on more detailed research priorities related to the step of the 
public health approach ranked highest in round 2, namely step 3, may have precluded the emergence of more detailed research priorities related 
to another step of the public health approach. Finally, this paper focused on the global results of this research priority-setting exercise; more finely 
grained analyses by region, country-income level and individual country will be published in the future.

This priority-setting exercise on global research into violence prevention showed that scaling up violence prevention interventions was consistently 
awarded the lowest priority, whereas developing, implementing and evaluating interventions was awarded the highest. It appears that a massive 
investment in outcome evaluations, which matches the global burden of violence, is required before the field is ready to scale up preventive 
measures. The hope is that, within a decade, enough evidence will have accumulated to start scaling up interventions that will help achieve the 
ambitious SDG targets of altogether eliminating some forms of violence from the world and substantially reducing others by 2030: Mikton CR, 
Tanaka M, Tomlinson M, Streiner DL, Tonmyr L, Lee BX et al. Global research priorities for interpersonal violence prevention: a modified Delphi study. 
Bull World Health Organ. 2017;95(1):37–49. http://dx.doi.org/10.2471/BLT.16.172965.


